Henoch Schonlein Purpura (HSP) is a systemic vasculitis of small sized vessels commonly seen in childhood and characterized by purpuric rashes, arthritis, gastrointestinal (GIS) and renal manifestations. GIS involvement is common, however, intestinal perforation, necrosis, strictures and intussusceptions occur very rarely.
Henoch Schonlein Purpura (HSP) is a systemic vasculitis of small sized vessels commonly seen in childhood and characterized by purpuric rashes, arthritis, gastrointestinal (GIS) and renal manifestations. GIS involvement is common, however, intestinal perforation, necrosis, strictures and intussusceptions occur very rarely. 1 Such complications usually occur in the early childhood and have been reported in the adults very rarely. [2] [3] [4] In this report we describe a young patient presenting with acute abdomen. Intestinal obstruction was the preceding finding and the skin rashes appeared at the post-operative follow-up.
An 18-year-old male without having previous GIS symptoms was admitted to the emergency care unit with severe abdominal pain, nausea, vomiting and obstipation for two days. At physical examination, he had rebound tenderness on the right lower abdominal quadrant. Laboratory examinations were normal other than leukocytosis (18.000/ml). Abdominal X-ray film showed multiple fluid-gas levels. Abdominal ultrasonography showed free intraperitoneal fluid among bowel segments. At contrast enhanced abdominal computerized tomography (CT) there was thickening of the ileum wall and thereby nearly total obstruction of its lumen ( Fig. 1 ). With these findings the patient was diagnosed as acute abdomen and underwent urgent operation. Intra-operative investigation revealed 300 cc free intraperitoneal serous fluid. During exploration, the serosal layer of ileum was hyperemic (15 cm in length). The wall was thickened and there was an obstruction not allowing bowel passage. With these morphological findings the patient was pre-diagnosed as inflammatory bowel disease, and hence, a limited bowel resection and stoma application was planned. A 10 cm terminal ileum segment including stricturized part with clear margins was resected and a temporary ileostomy was performed.
At the post-operative 7th day, the patient had maculopapular rashes on his bilateral hands and legs. Skin punch biopsy was performed. Both ileal and cutaneus biopsy results confirmed leucocytoclastic vasculitis (Fig. 2) . With these findings the patient was diagnosed as HSP. Broad laboratory, radiological investigation was executed, no additional systemic complications were seen. Intravenous prednisolone (2 mg/kg/day) was initiated. At the follow-up, he had no complaints and skin rashes disappeared in a week. He was discharged with the advice of tapering the steroid dose gradually in 6 weeks. Three months later, he was re-operated for closing the ileostomy. He was free of any complaints at the next 3 months follow-up.
HSP with its unknown etiology so far is seen usually 2-3 weeks after an upper respiratory tract infection. Group A hemolytic Streptococcus, exposing to cold, trauma, vaccines, insect bite, some drugs and other infectious agents are among the common etiological factors. 5 Although GIS manifestations are common, they usually occur after cutaneous findings appear.
In the present case, acute GIS manifestations without cutaneous findings and bowel obstruction and finally intraoperative morphologic features let us Crohn's disease as the initial diagnosis. Although skin lesions may also be seen during the course of Crohn's disease, histological analysis of both surgical material and cutaneous biopsy confirmed the diagnosis of HSP in our case. Figure 1 Abdomen CT shows thickening of the ileum wall and thereby nearly total obstruction of its lumen.
HSP is generally recovered spontaneously and does not require special medical treatment. 1 Monitorization of patient, symptomatic treatment and prevention against known etiologic factors are basic principles of the disease management. However, intravenous corticosteroids are indicated in case of serious symptoms of gastrointestinal involvement as in our case.
In conclusion, HSP rarely presents with acute abdominal findings. In case of severe GIS involvement without typical skin lesions, diagnosis can be difficult and mimic inflammatory bowel disease.
